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Infant Mortality and Low Birth Weight Among Black and White Infants — 
United States, 1980-2000 


Despite substantial reductions in U.S. infant mortality 
during the past several decades, black-white disparities in 
infant mortality rates persist. One of the Healthy People 2010 
national objectives for maternal and infant health is to reduce 
deaths among infants aged <1 year to <4.5 per 1,000 live births 
among all racial/ethnic groups (objective 16-1c) (/). Impor- 
tant determinants of racial/ethnic differences in infant mor 


tality are low birth weight (LBW 


and very low birth weight (VLBW), defined as <1500 grams. 


, defined as <2500 grams, 
High birth weight—specific mortality rates (BWSMRs) occur 
at these low birth weights. Healthy People 2010 goals include 
reducing LBW to 5% and VLBW to 0.9% of live births 
objectives 16-10a and 16-10b, respectively ). Lo assess progress 
toward meeting these national objectives, CDC analyzed birth 
and death certificate data from the National Center for Health 
Statistics. This report describes trends in mortality and birth 
weight among black and white infants, which indicate persis- 
tent black-white disparities and underscore the need for pre- 
vention strategies that reduce preterm delivery and specific 
medical conditions that lead to infant death. 

CDC analyzed race-specific infant mortality data for 1980 
1999 (2) and preliminary mortality data for 2000. Trends in 
LBW and VLBW were calculated by using birth certificate 
data for 1980-2000, with 2000 being the most recent year 
for which data were available (3). BWSMRs were calculated 
from linked birth and infant death files for 1983-1991 and 
1995-1999; LBW infants were divided into VLBW and mod 
erate LBW (MLBW), defined as 1500-2499 grams. Both race- 
specific LBW/VLBW data and BWSMRs were calculated by 
using the race of the mother. 

In 1980, a total of 3,612,258 live births occurred among all 
races (2,936,351 to white women and 568,080 to black 
women). In 2000, a total of 4,064,948 live births occurred 


among all races (3,202,932 to white women and 619,970 to 


black women). Although infant mortality declined 45.2% for 
all races during 1980-2000 (from 12.6 to 6.9 deaths per 1,000 
live births) (Table 1), the decline was greater for whites than 
for blacks. During the same period, infant mortality among 
whites declined 47.7% (from 10.9 to 5.7), and infant mortal 
ity among blacks declined 36.9% (from 22.2 to 14.0). 


During 1980-2000, the black-white ratio of infant mortality 


increased 25.0% (from 2.0 to 2.5). However, the ratio 


remained unchanged during 1990-1998 (2.4 for all years). 
During 1980-2000, the percentage of LBW infants 
increased 11.8% and that of VLBW infants increased 24.3% 
(Table 1). 
) 


decreased 10.0% (from 2.2 to 2.0), the LBW rate increased 


Although the black-white ratio of LBW births 
2.4% for blacks (from 12.7% to 13.0%) and increased 14.0% 
for whites (from 5.7% to 6.5%). Black LBW rates increased 
6.3% during the 1980s and decreased 2.3% during 1990 

2000. LBW rates remained stable for whites during the 1980s 
but increased 14.0% during 1990-2000. VLBW rates 
increased 23.8% for blacks (from 2.48% to 3.07%) and 26.7% 
for whites (from 0.90% to 1.14%). The VLBW black-white 
ratio decreased 2.5% (from 2.76 to 2.69) during the entire 
period but increased 12.7% during the 1980s and decreased 
12.4% during 1990-2000. This was due to a reversal in VLBW 


trends during each decade; during the 1980s VLBW increased 
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TABLE 1. Infant mortality*, low birth weightt, and very low birth weight$ rates and ratios! among black and white births, by year — 
United States, 1980-2000 





Infant mortality Low birth weight Very low birth weight 


Year Black White Ratio All races Black White Ratio All races Black White Ratio All races 


1980 22.2 10.9 2.0 12.6 12.7 5.7 22 , 2.48 0.90 2.76 15 
1981 20.8 10.3 2.0 11.9 12.7 6.7 2.2 : 2.52 0.91 2.74 .16 
1982 20.5 9.9 2.1 11.5 12.6 5.6 2.3 ‘ 2.56 0.91 2 18 
1983 20.0 9.6 2.1 11.2 12.8 5.7 2.2 : 2.60 0.92 2.74 19 
1984 19.2 9.3 2.1 10.8 12.6 5.6 2.3 ' 2.60 0.93 é 19 
1985 19.0 9.2 2.1 10.6 12.6 5.7 2.2 : 2.71 0.93 .21 
1986 18.9 8.8 r 10.4 12.8 5.7 2.2 , 2.73 0.93 21 
1987 18.8 8.5 2.2 13.0 5.7 2.2 a 2.79 0.94 
1988 18.5 8.4 2.2 ; 13.3 5.7 2.3 ‘ 2.86 0.93 
1989 18.6 8.1 2.3 . 13.5 5.7 2.4 / 2.95 0.95 
1990 18.0 7.6 2.4 , 13.3 5.7 2.3 . 2.92 0.95 
1991 17.6 7.3 2.4 : 13.6 5.8 2.3 : 2.96 0.96 
1992 16.8 6.9 2.4 : 13.3 5.8 2.3 : 2.96 0.96 
1993 16.5 6.8 2.4 , 13.3 6.0 2.2 : 2.96 1.01 
1994 15.8 6.6 2.4 ‘ 13.2 6.1 2.2 ; 2.96 1.02 
1995 15.1 6.3 2.4 : 13.1 6.2 2.1 ‘ 2.97 1.06 
1996 14.7 6.1 2.4 . 13.0 6.3 2.1 ‘ 2.99 1.09 
1997 14.2 6.0 2.4 ; 13.0 6.5 2.0 ‘ 3.04 1.13 
1998 14.3 6.0 2.4 , 13.0 6.5 2.0 d 3.08 1.15 
1999 14.6 5.8 2.5 ‘ 13.1 6.6 2.0 d 3.14 1.15 
2000** 14.0 5.7 2.5 . 13.0 6.5 2.0 ‘ 3.07 1.14 
* Number of infants born alive who died within the first year of life per 1,000 live births 

. <2,500 grams 

« «1,500 grams 

Ratio of black to white infant mortality 
** Preliminary data for infant mortality 


Source: National Center for Health Statistics. Mortality data based on race of infant as numerator and race of mother as denominator. Birth weight data 
based on birth certificate data and race of mother 
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TABLE 2. Birth weight-specific mortality rates (BWSMRs)* for black and white low birth weight and very low birth weight infants — 
United States, 1983-1999T 
Birth weight Year 
Race® (grams) 1983 1985 1988 
Black >2,500 6.8 6.2 5.9 
<2,500 95.7 99.4 91.3 
1,500-2,499 26.6 25.1 23.2 
<1,500 378.4 370.5 333.0 
All weights 19.2 18.6 17.8 
>2,500 4.1 3.9 3.6 
<2,500 93.3 88.2 78.7 
1,500-2,499 31.4 29.0 25.8 
<1,500 404.0 385.1 347.2 
All weights 9.3 8.9 8.0 
* Per 1,000 live births (singleton and multiple) by birth-weight category 


. 1983 was the earliest year that BWSMRs were calculated; 1999 is the most recent year 
"Race of mother 


Source: National Center for Health Statistics. Because BWSMRs are based on race of mother, they might differ slightly from total BWSMRs 














1980-1997, the rate of twin births among white mothers 
increased at a rate nearly twice that of black mothers (5). 
Although multiple gestations increase the risk for LBW and 
VLBW births, LBW rates are higher among singleton infants 
conceived with assisted reproductive technology (6). Never- 
theless, blacks continue to have a two- to threefold higher 


risk than whites for LBW and VLBW. In 1991, >66% of the 


black-white racial disparity in infant mortality occurred among 


VLBW infants (7). The specific causes for increased low birth 


weight and preterm delivery might differ for blacks and whites. 
The etiology of black-white disparities in low birth weight is 
complex and is not explained entirely by demographic risk 
factors such as maternal age, education, or income (8). Fac- 
tors that might contribute to the disparity include racial dif- 
ferences in maternal medical conditions, stress, lack of social 
support, bacterial vaginosis, previous preterm delivery, and 
maternal health experiences that might be unique to black 
women (9). 
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litional concern are disparate improvements in 
BWSMRs for blacks and whites over time. During the 1980s, 
3WSMRs for black VLBW infants were lower than for white 
VLBW infants. Although these differences are poorly under 
stood, the relative advantage of lower BWSMRs among VLBW 
blacks has disappeared. Because BWSMRs are influenced by 
ess to quality obstetric and neonatal care, particularly 
umong VLBW births, differential access might exist for blacks 
compared with whites. Declines in neonatal mortality because 
of improvements in treatment for specific medical disorders 
respiratory distress syndrome) have been greater for 
whites than for blacks (/0 
he findings of this report are subject to at least three limi 
tations. First, infant mortality was calculated by using the race 


ot the u 


merator and the ra mother as 


lightly from total 


the denomina 
SW SMRs. Thi calculations of infant 
‘ ’ ‘ ] 1 
mortalit n wh 1 the c f the mother and that of the 
» ot , . 
cond, linked data trom 1983 
fant death data by race of mother 
1980-1982 and 1992-1994 
ntain mostly demog! phic info! 
= ! 

specific reasons for racial dispari 

r 
of health-care 


rventuions, and 


ducing LBW and 

es in infant mortal 

nave decreased 

9 blacks but 

Research 

and associ 

lications of preg 

promowuon of effective 

ve intervention programs (7). Strategies 


| 


white disparities also should address disparate 


il conditions that lead to infant death 


imong 


ngl | Med 


A public 


n preterm 





Update: AIDS — United States, 2000 


Since the implementation of highly active antiretroviral 
therapy (HAART) in the United States in 1996, the number 
of persons diagnosed with acquired immunodeficiency syn- 
drome (AIDS) and the number of deaths among persons with 
AIDS have declined substantially (7); as a result, the number 
of persons living with AIDS has increased. This report 
describes changes in AIDS incidence, prevalence, and deaths 
among persons with AIDS during January 1996 December 
2000. Surveillance data indicate a slowing of declines in new 
AIDS diagnoses, continued declines in deaths among persons 
with AIDS, and increases in the number of persons living 
with AIDS. These findings indicate that AIDS continues to 
place a burden on the health-care system in the United States 
and that access to medical and preventive services must be 
improved to reduce the public health impact of AIDS. 

AIDS surveillance is conducted in all states, the District of 
Columbia, and U.S. territories; cases are reported to CDC by 
using a standard definition and form. In addition, most states 
conduct human immunodeficiency virus (HIV) surveillance (2). 
lo estimate AIDS incidence and deaths of persons with AIDS 
through December 2000, CDC adjusted reported cases for 
reporting delays (3). The HIV-exposure categories for cases 
reported initially without risk were estimated from historical 
patterns of risk ascertainment and reclassification. AIDS preva 
lence was estimated by subtracting cumulative deaths from 
cumulative AIDS incidence (4). 

AIDS incidence increased rapidly throughout the 1980s, 
peaked in the early 1990s, and then declined (Figure 1). The 
peak of new diagnoses in 1993 was associated with expansion 
of the AIDS surveillance case definition (5). In 1996, sharp 
declines in AIDS incidence were observed for the first time; 
during 1998-1999, declines in AIDS incidence began to level. 
During 1999-2000, essentially no change in AIDS incidence 


was observed; an estimated 40,907 new AIDS cases were 


diagnosed in 1999 and an estimated 41,113 in 2000. During 
1996-2000, AIDS incidence declined in the West; declined 
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and then leveled in the South, Midwest, 
and U:S. territories; and declined and then 
increased in the Northeast. During the same 


FIGURE 1. Estimated AIDS incidence* and deaths among persons with AIDS, by 
year of diagnosis or death and year-end prevalence — United States, 1981-2000 





period, AIDS incidence declined sharply 
and then slowed among whites and 
declined more slowly and then leveled 
among blacks, Hispanics, and Asians/ 
Pacific Islanders; during 1998-1000, inci- 
dence increased among American Indians/ 
Alaska Natives from 152 in 1998 to 183 in 
2000 (4). AIDS incidence declined sharply 
and then slowed among men who have sex 
with men (MSM) and injection-drug 


users (IDUs); incidence continued to 





decline among MSM who also were IDUs. 
Among persons exposed through hetero- 
sexual contact, incidence declined slowly 
during 1996-1998 and then increased from 
10,258 in 1999 to 11,136 in 2000 (Figure 2). 

During 1996-1997, the estimated num- 
ber of deaths among persons with AIDS 
declined 42%; during 1998-2000, declines 
were smaller (5% during 1998-1999 and 


Year 


* Data were adjusted for delays in reporting of cases and deaths 


FIGURE 2. Estimated AIDS incidence* among men who have sex with men (MSM), 
injection drug-users (IDUs), MSM/IDUs, and persons exposed through heterosexual 
contact, by year of diagnosis — United States, 1981-2000 





10% during 1999-2000) (Table). During 
1996-2000, the number of deaths declined 
in the Northeast, West, and Midwest; dur- 
ing 1996-1999, deaths declined in the 
South and U.S. territories, and then lev- 
eled during 1999-2000. The number of 


Number 


deaths declined in all racial/ethnic groups 
and among MSM, male and female IDUs, 
and MSM/IDUs. During 1996-1998, the 
number of deaths among men and women 
with AIDS attributed to heterosexual 
contact declined and then leveled during 
1999-2000 (Table). 





AIDS prevalence has increased steadily 
over time; as of December 31, 2000, an 
estimated 337,731 persons in the United 
States were living with AIDS (Figure 1). 
Of these, an estimated 139,522 (41%) were 
black, 127,838 (38%) white, 65,991 (20%) Hispanic, 2,841 
(1%) Asians/Pacific Islanders, and 1,180 (<1%) American 
Indians/Alaska Natives. An estimated 129,333 (38%) lived 
in the South, 99,482 (29%) in the Northeast, 66,085 (20%) 
in the West, 32,909 (10%) in the Midwest, and 9,922 (3%) 
in U.S. territories. Of the estimated 264,149 adult and ado- 


lescent (i.e., person aged_>13 years) males living with AIDS, 
approximately 151,325 (57%) were MSM, 64,522 (24%) were 
IDUs, and 20,528 (8%) were MSM/IDUs; 23,333 (9%) were 


Year 


* Data were adjusted for delays in reporting; exposure categories were estimated for cases initially 
reported without risk 


exposed through heterosexual contact. Of the estimated 
69,775 adult and adolescent women living with AIDS, 40,051 
(57%) were exposed through heterosexual contact, and 27,475 
(39%) were IDUs. An estimated 3,807 children aged <13 years 
were living with AIDS; of these, approximately 90% were 
infected perinatally. 

Reported by: RM Kilevens, J] Neal, Div of HIV/AIDS Prevention, 
National Center for HIV, STD and TB Prevention, CDC. 
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TABLE. Estimated number of deaths among persons with AIDS, by selected characteristics and percentage change — United 
States, 1996-2000 





% change 
during 
1996-1997 1998 


% change 
during 
1997-1998 


% change 
during 
1998-1999 


% change 
during 


Characteristic 1999-2000 





Region’ 


Race/Ethnicity 


vv 


Exposure category® 


MSM 


ab of 
oO W WO 


Male subtotal’ 


— W 


~ 


Cc 


> 


Female subtotal’ 


1 


25 43 123 2 6 -38 
Total’ 18,842 -15 17,982 16,169 -10 





V Jersey, New York, Pennsylvania, Rhode Island, and Vermont; Midwest=lllinois 


Dakota, Ohio, South Dakota, and Wisconsin: South=Alabama, Arkansas, Delaware 
Mississippi, North Carolina 


Oklahoma, South Carolina, Tennessee, Texas, Virginia 
Idaho, Montana 


AIT Ye <. 
\LDDS incidenc 


ind among Most racial 


gories; incidence 
sed heterosexually and 

Although the num 
AIDS declined during 


996—2000 region and 


lined among 
AIDS in all 
AIDS incidence and deaths are associated pri 


1 
ht 
hl Ui 


1 widespre id use of HAART, which slows pro 
t HIV infect 1 of AIDS to death 
use eft reases AIDS-free survival 
with HIV, new AIDS diagnoses 

resent persons who have failed HAART or have 
access to or use of HIV testing or of appropriate medi 
ind social services. Monitoring the entire spectrum 


ot I {1\ dise ASC 


progression of HIV infection to AIDS, a deaths among 


war 


umong persons living 


including the number of new HIV infections, 


sons with AIDS, is critical for eva 


uating prevention 


ettorts aimed at reducing the number of new HIV infections 


Oregon, Utah, Washington, and Wyoming 


osexuals; F-IDUs=female IDUs; F-HET=female 


and preventing morbidity and mortality among persons 
living with HI\ 

As of December 2000, an estimated 340,000 persons in the 
United States were living with AIDS. Increasing proportions 
of persons living with AIDS are black or Hispanic, female, 
residents of the South, and persons exposed to HIV through 
heterosexual contact. This finding is consistent with other 
studies that indicate HIV and AIDS affect disproportionately 
subgroups that traditionally have had limited access to medi- 
cal and preventive services because of poverty and social dis- 
advantage (/). This is particularly important for interpreting 
trends in AIDS because access to high-quality medical ser- 
vices facilitates early treatment of HIV infection and can 
delay the onset of AIDS. Many persons in historically disad- 
vantaged groups might lack access to or not seek adequate 
health-care services. An estimated one fourth of persons liv- 
ing with HIV in the United States are not aware of their 
infection and their need for services, and one third of persons 
who are aware of their infection are not receiving care (7). Efforts 
to meet the preventive service and health-care needs of per- 


sons living with HIV/AIDS are imperative to improving their 
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quality of life and preventing further transmission of HIV. 


For the United States to meet the national goal of 


reducing new HIV infections by half by 2005 (8), improved 
access to and use of HIV testing and other preventive ser- 
vices, access to care and comprehensive services, and improve- 
ments in HIV therapies (/) are required. 
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Diagnosis and Reporting of HIV 
and AIDS in States with HIV/AIDS 
Surveillance — United States, 
1994-2000 


Before advances in therapy, public health surveillance of 
acquired immunodeficiency syndrome (AIDS) provided reli- 
able population-based information that represented trends in 
the incidence of human immunodeficiency virus (HIV) 
infection. However, since 1996, highly active antiretroviral 
therapy (HAART) has prolonged substantially the interval 
between the diagnosis of HIV infection and the development 
of AIDS, which has diminished the capacity of AIDS surveil- 
lance alone to monitor the underlying patterns of HIV trans- 
mission (/). Asa result, CDC recommends that states conduct 
HIV-infection reporting in addition to AIDS surveillance (2). 
This report describes trends in newly diagnosed cases of HIV 
infection in 25 states* that conducted name-based HIV/AIDS 





* Alabama, Arizona, Arkansas, Colorado, Idaho, Indiana, Louisiana, Michigan, 
Minnesota, Mississippi, Missouri, Nevada, New Jersey, North Carolina, North 
Dakota, Ohio, Oklahoma, South Carolina, South Dakota, Tennessee, Utah, 
Virginia, West Virginia, Wisconsin, and Wyoming 


surveillance during 1994-2000 (3). The findings indicate that 
the number of diagnosed HIV infections declined in these 
states during 1994-1997 and remained constant during 1998- 
2000. HIV/AIDS surveillance should be conducted by all 
states to fully characterize persons infected with HIV who 
need treatment and prevention services. 

Since 1994, CDC has supported uniform HIV surveillance 
for all 50 states and territories. The 25 states included in this 
analysis have collected HIV surveillance data since 1994 and 
submitted case reports to CDC after removal of personal iden- 
tifiers (3). Cases were divided into two categories: persons in 
whom HIV infection was diagnosed without an AIDS diag- 
nosis and persons in whom HIV infection was diagnosed when 
AIDS was diagnosed (4). Data with or without AIDS were 
analyzed by the earliest date of diagnosis of HIV for 1994- 
2000. HIV/AIDS data were adjusted for delays in reporting 
of cases and deaths. Estimates for the mode of exposure were 
adjusted for anticipated reclassification of cases reported origi- 
nally without this information (5). 

During 1994-2000, HIV infection was diagnosed in 
128,813 persons in the 25 states. Of these, the initial diagno- 
sis was HIV infection with AIDS in 33,144 (26%) and HIV 
infection without AIDS in 95,699 (74%) (Table). The num- 
ber of persons in whom HIV infection without AIDS was the 
initial diagnosis declined 21% (from 15,945 in 1994 to 12,612 
in 2000), and the number of persons in whom HIV infection 
with AIDS was the initial diagnosis declined 31% (from 5,760 
in 1994 to 3,987 in 2000). However, during 1998-2000, the 
number of diagnosed cases of HIV infection with and with- 
out AIDS remained constant (Table). 

During 1994-2000, the proportion of persons in whom 
HIV infection with AIDS was newly diagnosed remained rela- 
tively stable (27% in 1994 and 24% in 2000). However, the 
proportion of HIV-infected persons who also had AIDS var- 
ied by demographic subgroup and mode of exposure. Persons 
with AIDS at the time of initial HIV diagnosis were more 
likely to be male and older (Table). Asians/Pacific Islanders 
(34%), non-Hispanic whites (29%), and Hispanics (29%) 
were more likely than non-Hispanic blacks (23%) and Ameri- 
can Indians/Alaska Natives (22%) to have AIDS at the time of 
initial HIV diagnosis. Of the 128,813 HIV infections with 
and without AIDS, the majority of newly diagnosed HIV 
infections were among non-Hispanic blacks (70,990 [55%)]). 
When evaluated by mode of exposure, men who have sex with 
men (MSM) accounted for the largest proportion (15,694 [47%]) 
of persons with AIDS at the time of initial HIV diagnosis, 
followed by persons exposed through injection-drug use (IDU) 
(7,913 [24%)]). 

Trends in the number of persons who had HIV infection 
newly diagnosed with and without AIDS varied substantially 
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TABLE. Number and percentage of persons in whom HIV infection was diagnosed with and without AIDS, by selected characteris- 


tics — 25 states* with HIV reporting, 1994-2000 





HIV diagnosed 
without AIDS 


HIV diagnosed 


with AIDS' % diagnosed 





Characteristic No. (%) 








No. (%) with AIDS* 





Sex 
Male 68,120 


a7 Cc 


549 


Female 


Age group (yrs) 


“eke 


Race/Ethnicity 
White, non-Hispan 
Black, non-Hispar 
rispanic 
Asian P acific 
American Ir 
Unkr 
Exposure category 
Men who have sex w 
inject on drug use 
Men who have ex wit 
meterosexua!l contact 
Ott er 
Year of diagnosis 
1994 
16 
15) 
14 
13) 
200 ? (13) 
Total’ (74) 


26,687 (81) 
(19) 


om 
> 
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~“ 


“> of 
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13,469 
16,400 
2.849 


212 


© 


A aS 
oat ot © O 
Mm MO 


Nm 


Nm Ww 
WN & O W 


826 


54,714 

29,427 23) 
6,206 5) 

35,308 27) 
3,158 3) 


Nm 
1 © 


21,705 
20,740 16) 
131 19,232 15) 


( 17) 
( 
( 
650 14) 18,214 ( 14) 
( 
( 
( 


5 
5.7 
5 


> 


4,060 (12) 16,599 13) 
3,832 15,725 12) 
3,987 (1 16,598 13) 
33,144 (26) 128,813 (100) 





“Alabama, Arizona, Arkansas, Colorado, Idaho, Indiana, Louisiana, Michigan, Minnesota, Mississippi, Missouri, Nevada, New Jersey, North Carolina 


rtr 


North Dakota, Ohio, Oklahoma, South Carolina, South Dakota, Tennessee, Utah, Virginia, West Virginia, Wisconsin, and Wyoming. All estimates are 


adjusted for reporting delays and no reported mode of exposure 
AIDS was diagnosed within 1 calendar month of HIV diagnosis 


; Persons of H spanic origin might be ot any race 


Includes persons for whom data on sex, age, race/ethnicity region, or 


by age at diagnosis and mode of exposure (Figures 1 and 2). 
lhe largest decline in cases occurred among persons aged 25-44 
years (from 15,809 in 1994 to 10,826 in 2000). 

[he number of newly diagnosed HIV infections with and 
without AIDS attributed to MSM and injection-drug use 
IDU) declined 22% and 44%, respectively (Figure 2). How- 
ever, the number of diagnosed infections attributed to het- 
erosexual contact increased 9% (from 4,905 in 1994 to 5,325 
in 2000). 

Reported by: M7 McKenna, MD, RM Kleven PL Fleming 
PhD, |] Neal. PhD, Div of HIV/AIDS Pr tion it i ¢ t 


ational ente? 
or HIV. STD and TB Pn vention, CD 


vital status are missing 


Editorial Note: Surveillance data on HIV and AIDS facili- 
tates a more complete assessment of HIV transmission pat- 
terns. Surveillance data on HIV diagnoses with and without 
AIDS from these 25 states indicate that during 1994-2000, 
the number of persons in whom HIV infection was newly 
diagnosed declined during 1994-1997 and then stabilized 
during 1998-2000. The majority of the decline occurred 
among persons aged 25—44 years. Persons in this age group 
were affected more by the epidemic during the 1980s and 
1990s; accordingly, these decreases probably reflect the 
declines from the peak incidence during the late 1980s (J). 


[he stabilization of case counts in every age group during 
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FIGURE 1. Estimated number of HIV diagnoses,* by age group 
and year of diagnosis — 25 states,t 1994-2000 





Number 
x 





Year 


“Includes all new HIV diagnoses with and without AIDS. Adjusted for 
reporting delays and redistribution of exposure for cases reported without 
, information on mode of exposure 
Alabama, Arizona, Arkansas, Colorado, Idaho, Indiana, Louisiana 
Michigan, Minnesota, Mississippi, Missouri, Nevada, New Jersey, North 
Carolina, North Dakota, Ohio, Oklahoma, South Carolina, South Dakota, 
Tennessee, Utah, Virginia, West Virginia, Wisconsin, and Wyoming 


FIGURE 2. Estimated number of HIV diagnoses* in men who 
have sex with men (MSM), injection-drug users (IDUs), MSM/ 
IDUs and persons exposed through heterosexual contact, by 
year of diagnosis — 25 states,t 1994-2000 


Number 


Year 


“Includes all new HIV diagnoses with and without AIDS. Adjusted for 
reporting delays and redistribution of exposure for cases reported without 
information on mode of exposure 
Alabama, Arizona, Arkansas, Colorado, Idaho, Indiana, Louisiana 
Michigan, Minnesota, Mississippi, Missouri, Nevada, New Jersey, North 
Carolina, North Dakota, Ohio, Oklahoma, South Carolina, South Dakota, 
Tennessee, Utah, Virginia, West Virginia, Wisconsin, and Wyoming 


1999-2000 suggests that earlier declines in newly diagnosed 
HIV infections have abated. These trends should continue to 
be monitored, and surveillance systems that collect informa- 
tion systematically on newly diagnosed HIV infections should 
be expanded to other states to characterize persons needing 


treatment and prevention services (3). 


Trends in the number of HIV diagnoses can be influenced 


by changes in testing patterns for HIV and increases or 


decreases in HIV transmission. Data from national surveys 


and publicly funded counseling and testing sites indicate that 
testing rates have remained relatively unchanged during the 
late 1990s (2,6). HIV-infection surveillance will be facilitated 
by new technologies that can identify patients infected 
recently (i.e., <6 months) (7). CDC is initiating activities to 
integrate these new laboratory technologies into routine HIV- 
infection surveillance. 

A total of 33 states have name-based HIV-infection report- 
ing. An additional 14 states have instituted non-name or code- 
based reporting of diagnosed HIV infections. Variable 
combinations of information about the patient (e.g., portions 
of the name, birth date, sex, and race) are used to create the 
codes so reports about the patient can be linked to avoid 
duplicate reporting and to follow clinical outcomes over time. 
Systems that use name-based reporting of AIDS are at least 
90% complete (8). On the basis of performance guidelines 
for HIV-infection reporting, CDC is assisting states to assess 
the completeness, timeliness, validity, and usefulness of name- 
and code-based reporting systems (2). 

The findings in this report are subject to at least three limi- 
tations. First, a limited number of states were included in this 
analysis; 24% of all AIDS cases diagnosed in the United States 
during 1994-2000 occurred in the 25 states. Second, the 
reporting on mode of exposure has become more incomplete 
during the surveillance period; therefore, analysis of mode of 
exposure requires greater statistical adjustment. Verification 
of the validity of these modeled estimates can be achieved by 
sampling a subset of representative cases for intensive follow- 
up. Third, HIV reporting might be incomplete, and dupli- 
cate reporting of persons in whom HIV infection was first 
diagnosed in one state and who are then diagnosed with AIDS 
in another state might be occurring. 

The proportion of HIV-infected persons who had HIV 
diagnosed at time of AIDS diagnosis remained relatively 
constant in these states. An estimated 25% (180,000—280,000 
persons) of HIV-infected persons in the United States are not 
aware of their serostatus (9). The majority of infections were 
diagnosed in non-Hispanic blacks, and a substantial number 
were reported in Hispanics. HIV affects disproportionately 
populations that traditionally have limited access to or use of 
medical and preventive services because of socioeconomic 
disadvantage and other factors (/). If HIV-testing strategies 
had effectively penetrated into high-risk populations (e.g., 
at-risk racial/ethnic minorities and young MSM) during this 
surveillance period, a substantially smaller proportion of the 
HIV diagnoses would have been identified with AIDS. ACDC 
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prevention strategy, Serostatus Approach to Fighting the Epi 
demic (SAFI 


who are at high risk for HIV infection, links recently diag 


, encourages counseling and testing for persons 


nosed HIV-infected persons to appropriate care, and provides 


persons with preve ntion services to facilitate the adoption of 
le 


ss risky behaviors (/0). Greate emphasis should be placed 
on counseling and testing efforts in communities in which 


racial ethnic minorities are at risk for HI\ 
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WN\ infections were reported in 31 dead crows, 75 other dead 
birds, seven sentinel chicken flocks, four horses, one wild bird 
that was caught and released, and one mosquito pool. 

During 2002, in addition to the one human case of WNV 
encephalitis, a total of 116 dead crows and 151 other dead 
birds with WNV infection were reported from 18 states and 
the District of Columbia (Figure); 14 WNYV infections in 
horses were reported from three states (Florida, Kentucky, and 
Louisiana). During 2002, WNYV seroconversions were 
reported in 10 sentinel chicken flocks from Florida; WN\V 
seropositivity was reported from two states (Indiana and Loui- 
siana) in two wild birds that were caught and released; and 
seven WNV-positive mosquito pools were reported from three 
states (Illinois, New Jersey, and Ohio). 

Additional information about WNV activity is available at 
http://www.cdc.gov/ncidod/dvbid/westnile/index.htm and 


http://cindi.usgs.gov/hazard/event/west_nile/west_nile.html. 


FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2002* 











Weekly Update: West Nile Virus 
Activity — United States, 
July 3-9, 2002 


[his report summarizes West Nile virus (WNV) surveil- 
lance data reported to CD¢ through ArboNET and verified 
by states and other jurisdictions as of July 9, 2002. 

During the reporting week of July 3—9, the first verified 
human case of WNV encephalitis in 2002 was reported from 


Louisiana in a man aged 78 years. During the same period, 








* As of July 9, 2002 


Notice to Readers 


Resumption of Routine Schedule for 
Diphtheria and Tetanus Toxoids and 
Acellular Pertussis Vaccine and for 
Measles, Mumps, and Rubella Vaccine 


Supplies of diphtheria and tetanus toxoids and acellular 
pertussis (DTaP) vaccine and measles, mumps, and rubella 
(MMR) vaccine in the United States have become sufficient 
to permit the resumption of the routine schedule for DTaP 
and MMR use as recommended by the Advisory Committee 
on Immunization Practices (ACIP) (/—3). However, health- 


care providers should be advised that, for the next 2 months, 
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supply might not be adequate for the initiation of ambitious 
recall or special initiative programs. With increases in national 
inventory, more comprehensive recall programs can be estab- 
lished. Child care and school attendance provisions requiring 
children to receive a DTaP booster and a second dose of MMR 


vaccine at age 4—6 years can be reinstituted. 


DTaP Vaccine 

Chree DTaP vaccines are distributed currently in the United 
States: Tripedia™ (Aventis Pasteur, Swiftwater, Pennsylvania), 
Infanrix' (GlaxoSmithKline, Philadelphia, Pennsylvania), 
and DAPTACEL ™ (Aventis Pasteur, Toronto, Ontario). The 
Food and Drug Administration (FDA) approved DAPTACEL™ 
for use in the United States on May 14, 2002 (4). 

During the DTaP vaccine shortage beginning in 2000 (5), 
ACIP recommended that health-care providers vaccinate in 
fants with the initial 3 DTaP doses, if they did not have insuf- 
ficient supply of DTaP to vaccinate all children in their 
practice. ACIP also recommended deferral of the fourth and 
fifth DTaP doses if supplies were still inadequate (6). Sup- 
plies are now adequate to resume the full 5-dose schedule for 


DTaP vaccine (/,3). 


MMR Vaccine 


A temporary shortage of MMR vaccine in the United States 


resulted from a voluntary interruption of manufacturing 


operations of Merck & Co., Inc., the only manufacturer of 


this vaccine in the United States (7). During the vaccine short- 
age, ACIP recommended deferral of the second dose of MMR 
vaccine at age 4—6 years if health-care providers were unable 
to obtain sufficient amounts of vaccine. The first dose at age 
12—15 months was not to be delayed because of the severity 
of measles in young children (7). Supplies are now adequate 


to resume the second dose of MMR vaccine (2,3). 


Vaccine Supply 


Health-care providers should review the vaccination status 
of their patients and administer DTaP and MMR vaccines, as 
appropriate. For at least the next 2 months, providers should 
order DTaP and MMR vaccine in amounts sufficient for a 
<30-day supply to ensure that current supplies can meet re- 
quests. Recall or special initiative programs can be instituted 
when DTaP and MMR vaccine supply improves further but 
should be deferred during this transition period. However, if 
children who need these vaccines seek medical care for other 
reasons, they should be administered vaccine provided no 


contraindications exist. Furthermore, vaccine should be of- 


fered to children who need vaccination and whose parents 


requested vaccination. CDC will continue to monitor DTaP 
and MMR vaccine supply and, if necessary, allocate vaccine. 
Updates regarding vaccine supply and shortages can be found at 
hetp://www.cdc.gov/nip/. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending July 6, 2002, with 


historical data 


DISEASE 


Hepatitis A, Acute 

Hepatitis B, Acute 

Hepatitis C; Non-A, Non-B, Acute 
Legionellosis 

Measles, Total 

Meningococcal Infections 
Mumps 

Pertussis 


Rubella 


* Ratio of current 4-week total to mean of 15 4-w 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending Jul 


DECREASE INCREASE 


345 


307 


93 


60 





T T 


0.25 0.5 1 


Ratio (Log Scaley 


Beyond Historical Limits 


week totals 


CASES CURRENT 
4 WEEKS 


eek totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
s based on the mean and two standard deviations of these 4- 


6, 2002 (27th Week)* 





Cum. 
2002 


Cum. 
2001 





Anthrax 1 
Botulism foodborne 8 
infant 32 
other (wound & unspecified) 9 
Brucellosis’ 38 
Chancroid 29 
Cholera 5 
Cyclosporiasis' 76 
Diphtheria . 
Ehrlichiosis: | human granulocytic (HGE)' 86 
human monocytic (HME)' 44 
other and unspecified 
California serogroup viral’ 
eastern equine’ 
Powassan' 
St. Louis* 
western equine’ 


Encephalitis 





Cum. 
2002 


Cum. 





1 Encephalitis West Nile’ 
10 Hansen disease (leprosy)' 
51 Hantavirus pulmonary syndrome’ 
6 Hemolytic uremic syndrome, postdiarrheal' 
62 HIV infection, pediatric’ 
22 Plague 
2 Poliomyelitis, paralytic 
61 Psittacosis' 
1 Q fever' 
49 Rabies, human 
4 Streptococcal toxic-shock syndrome’ 
y Tetanus 
Toxic-shock syndrome 
Trichinosis 
Tularemia' 
Yellow fever 











1 
39 
7 
69 





2001 


39 
5 
58 





-:No reported cases 


* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 


Not notifiable in all states 


Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 


(NCHSTP). Last update May 26, 2002 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending July 6, 2002, and July 7, 2001 
(27th Week)* 





Escherichia coli 





Shiga Toxin Positive, 
AIDS Chiamydia‘ Cryptosporidiosis 0157:H7 Serogroup non-0157 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting 2001 2002 2001 2002 2001 2002 2001 2002 2001 


471 36€ 1 3¢ 1 4 3 























35 43 


19 


mer. Sarr 1 
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C.N.M.1 { - U 
N: Not notifiable J: Unavailable : 
* Incidence data for reportir 





ed cases C.N.M.1.: Commonwealth of Northern Mariana Islands 

are provisional and Cumulative (year-to-date) 

caused by C. trachomatis 

{ TC ron r r , ry a) iV sc ~ e 

Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV. STD 


} year 2001 and 
Chlamydia refers to genital infections 


002 


U adm. and TB Prevention. Last update 
viay <Od | 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 6, 2002, and July 7, 2001 
(27th Week)* 





Haemophilus influenzae, 
Invasive 





Escherichia coli 
Shiga Toxin Positive, All Ages, 

Not Serogrouped Giardiasis Gono All Serotypes 
Cum. Cum. Cum. Cum. . Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2002 2002 2001 2002 
UNITED STATES 15 4 6,854 154,660 12 


NEW ENGLAND - 1 723 3,820 
Maine . - 80 54 
N.H - - 24 62 
Vt - 54 45 
Mass - 346 1,699 
R.1 - 61 462 
Conn ; 1,498 
MID. ATLANTIC - - 17,965 
Upstate N.Y 4,261 
N.Y. City - - y 6,011 
N.J - - 2,829 
Pa - - 53 4,864 
E.N. CENTRAL 7 26,993 
Ohio 7 6,106 
ind ‘ - 3,622 
il - - 8,478 
Mich - - 38° 6,900 
Wis - 887 
W.N. CENTRAL - - 486 
Minn - 418 
lowa - - 170 
Mo 266 
N. Dak - - 27 
S. Dak - - 133 
Nebr - . 137 
Kans 7 1,335 
S. ATLANTIC - - 199 975 

- 830 


Age <5 Years 
Serotype 
B 
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N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 6, 2002, and July 7, 2001 





(27th Week)* 


Haemophilus influenzae, invasive 





Age <5 Years 


Hepatitis (Viral, Acute), By Type 


B 


Cum. 


C; Non-A, Non-B 
Cum. Cum. 





Non-Serotype B 


Unknown Serotype 


Cum. 
2002 


2001 





2002 2001 








Cum. Cum. 
2002 2001 





Cum. Cum. 
2002 2001 


44 16 








3,206 


3,528 


68 


662 


18 





Reporting Area 


34 4 


Amer. Samoa 
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N: Not notifiable 
Cumuilative (year-to-date 


* Incidence data for re 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 6, 2002, and July 7, 2001 
(27th Week)* 





Measles 
Legionellosis Listeriosis Lyme Disease Malaria Total 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 

Reporting Area 2002 2001 2002 2001 2002 2001 2002 2002 

UNITED STATES 368 441 19 255 3,082 4,343 542 10' 


NEW ENGLAND 1 
Maine 
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Upstate N.Y 
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Amer. Samoa U U U U 

C.N.M.1 - U . U 

N: Not notifiable U: Unavailable -: No reported cases 

* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
Of 10 cases reported, three were indigenous and seven were imported from another country 
Of 80 cases reported, 37 were indigenous and 43 were imported from another country 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 6, 2002, and July 7, 2001 
(27th Week)* 





Meningococcal 
Disease Mumps Pertussis Rabies, Animal 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 

Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 


2 59 3533 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 6, 2002, and July 7, 2001 
(27th Week)* 





Rubella 

Rocky Mountain Congenital 
Spotted Fever Rubella Salmonellosis 

Cum. | Cum. ’ , Cum. Cum. 

Reporting Area 2002 2001 2002 2001 

UNITED STATES 290 181 14,191 

NEW ENGLAND 2 - . 849 


Maine . ‘ , . 69 
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t Notifiable U: Unavailable No reported cases 
cidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 6, 2002, and July 7, 2001 
(27th Week)* 





Streptococcal Disease, Streptococcus pneumoniae, | Streptococcus pneumoniae, 
Shigellosis Invasive, Group A Drug Resistant, Invasive Invasive (<5 Years) 


Cum Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2001 2002 2001 2002 2001 2002 2001 


TE 


























681 2 343 2 216 1 268 1749 125 261 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 6, 2002, and July 7, 2001 
(27th Week)* 





Syphilis Typhoid 
Primary & Secondary Congenital Tuberculosis 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 
UNITED STATES 3,083 2,907 154 272 5,436 6,638 125 
NEW ENGLAND 62 27 - 3 203 24 10 
Maine - - ~ 10 
N.H 1 
Vt 1 
Mass 46 
R.l 2 
Conn 12 
MID. ATLANTIC 
Upstate N.Y 
N.Y. City 
N.J 
Pa 





Fever 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending July 6, 2002 (27th Week) 





All Causes, By Age (Years) 


All Causes, By Age (Years) 
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